Preplacement check of complete central venous pressure catheter assembly: Should it be made routine?
Sir, Ultrasound has greatly enhanced the visualization and eventual cannulation of central veins. However, it is often seen that despite successful ultrasound guided puncture and a free backflow of blood, threading of the guide wire into the vein may still fail. This has been attributed to the steep angle of needle/ guide wire entry into the vein. [1] We present a unique instance where equipment related failure presented with similar finding (inability to pass the guide wire into a vein) that could only be recognized after multiple failed attempts of venous cannulation.
An ultrasound guided standard triple lumen central venous pressure (CVP) catheter placement was attempted on the right internal jugular vein (IJV) of a 23-year-old patient planned for right hepatectomy. Once IJV was identified, and free flow of blood aspirated, guidewire was introduced by the side port of the valve needle. However, obstruction was encountered after a few centimeters. We tried passing the guidewire via the aspiration port, but again we failed. Finally, the patient was cannulated with a new CVP catheter set of the same company.
On examining the first set, we found that the guide wire could not be negotiated beyond the junction of the plastic port and the metallic needle [ Figure 1 ]. On insertion of the guide wire from the distal (puncturing) end of the needle, the guide wire could not be threaded beyond the metallic end of the needle to the plastic hub [ Figure 1 ]. The defect could not be appreciated by naked eye, but we assumed it to be because of a narrow inlet of the metallic needle relative to the guide wire (a possible manufacturing defect). As conventionally it is recommended to check the central venous catheters prior to insertion, we suggest such a directive should also be laid down for prior inspection of other equipment like needle and guide wire prior to insertion. Should we see it as an isolated rare case or should regular check of the CVP catheter also be done prior to insertion, as many a times inability to pass the guide wire is assumed to be due to operator related or to some inherent problem in the patient e.g., presence of thrombus or anatomical variation in the vessel lumen? Prior check of epidural catheter assembly has been advocated routinely. [2] Although the manufacturers have advised to verifying the patency of the lumen of the catheter by physiological saline, we feel a regular preplacement check of the needle/cannula for guide wire patency along with catheter patency maintaining strict asepsis would be beneficial.
We have made an effort to highlight the problem to the manufacturer who is yet to revert.
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Isolated lower lip edema: A rare complication of prone positioning
Sir, Numerous complications have been reported with the prone position, including injuries to eyes, peripheral nerves, pressure points, and swelling of the tongue, parotid and submandibular gland. [1] We report a case of isolated lower lip edema following spine surgery in the prone position.
A 35-year-old healthy woman was posted for L5-S1 posterior lumbar interbody fusion. Her preoperative assessment and investigations were normal.
After intubation, the endotracheal tube was taped onto the right side of the mouth. A Philips adult reusable oropharyngeal temperature probe with module number 21075A compatible with the Philips IntelliVue MP 30 (M8002A) monitor was inserted adjacent to the tracheal tube. For prone positioning, a foam head rest with T-shaped cut outs for the eyes, nose, mouth, and endotracheal tube was used. It was covered with plastic to prevent soiling with secretions.
The head was maintained in neutral position and arms placed by the side of the head on arm boards. It was ensured there was no pressure on the eyes, nose, mouth and the endotracheal tube was not kinked. Pillows placed horizontally under the thorax and pelvis ensured a free abdomen.
The surgery lasted 9 h with approximately 500 mL blood loss for which 3 L of crystalloid and 1 L of colloid (volulyte) was administered. The patient had stable intraoperative hemodynamics and adequate urine output.
After surgery when the patient was turned supine, we noticed that the patient's lower lip was swollen [ Figure 1 ]. The center of this lip, mucosa near the lower incisors and the skin over the chin were erythematous [ Figure 2 ]. The upper lip was normal. There was no macroglossia, conjunctival or periorbital edema. The endotracheal tube was in place, but the temperature probe had dislodged. The patient was extubated fully awake and breathing adequately.
After dermatology consultation, she was started on a dehydrating agent (magnesium sulfate), glycerin gel and topical steroids. The swelling resolved gradually, and the patient was discharged from hospital.
Edema of the face, neck, and tongue has been reported following prolonged neurosurgical procedures. Excessive flexion of the neck causes kinking and obstruction of internal jugular vein in the neck, leading to obstructed venous drainage from lingual, pharyngeal, and facial veins. [2] If there were excessive flexion of the head, there would have been edema of face and tongue. Fluid overload would have caused conjunctival edema. A case has been reported of allergic contact dermatitis to the foam where the patient developed erythematous rashes and edema over his face and neck.
[3] Our patient had no direct contact with the foam since it was covered with plastic, and edema and erythema were limited to the lower lip and chin.
A probable cause could be the lower lip being caught between the teeth, causing the erythema and swelling of the lip. An oral airway was not used as case reports have attributed them to
